Despite the lack of evidence for the effectiveness of physical restraints, their use in patients is widespread. The best ethical justification for restraining patients is that it prevents them from harming themselves. We argue that even if the empirical evidence supported their effectiveness in achieving this aim, the use of restraints would nevertheless be unethical, so long as wellknown exceptions to informed consent fail to apply. Specifically, we argue that ethically justifiable restraint use demands certain necessary and sufficient conditions. These conditions are that the physician obtained informed consent for their application, that their application be medically appropriate, and that restraints be the least liberty-restricting way of achieving the intended benefit. It is a further question whether their application is ever medically appropriate, given the dearth of evidence for their effectiveness.
Restricting a person's physical movement is a significant infringement upon a person's liberty. Physically restraining patients therefore puts health-care providers at risk of committing a serious moral wrong by infringing on a patient's liberty to move his or her body. However, not all restraints are unethical. The present article details the conditions for the ethical use of physical restraints in medicine. Although most research on the use of physical restraints has focused on prevalence, outcomes, and alternatives, very little of this research has provided guidance on the conditions under which physically restraining a patient is ethical. Others have argued that the principles of biomedical ethics sometimes permit the use of restraints and other times prohibit their use; and some have offered similar recommendations. 1, 2 However, this previous research, and to our knowledge any other research, fails to thoroughly defend the conditions under which restraints are permissible. What follows fills that gap.
The first section briefly discusses research on the prevalence of and reasons for the use of restraints. This research indicates widespread use of physical restraints and for a diverse range of reasons and under varied conditions. The second section evaluates the reasons for using restraints on patients. Subsequent sections consider the conditions for permissible liberty restrictions, the outcomes of physically restraining patients, and available alternatives to physical restraints. We conclude that in the absence of informed consent from the patient or his or her surrogate, the use of physical restraints is an impermissible violation of the patient's liberty. This conclusion rests on the idea that the movement of one's body, specifically, one's arms (which restraints are intended to prevent), is a basic liberty, the restriction of which cannot be justified by typical exceptions to obtaining informed consent.
Prevalence
The use of restraints in hospitals is widespread, especially in ICUs. For example, one study found that 82% of ICUs in France had > 50% of their patients who were mechanically ventilated in physical restraints. 3 France is not unique, however. In Europe, 33% of all ICU patients are restrained. 4 In the Netherlands, 23% of all ICU patients are restrained, 5 and in South Africa, nearly one-half (48%) of all ICU patients are restrained. 6 In the United States, 50 of every 1,000 patient-days are spent physically restrained. 7 This scenario amounts to approximately 27,000 patients restrained daily. Unsurprisingly, 56% of these are in ICUs. In medical ICUs, 179 of every 1,000 patient-days are spent in restraints, whereas in surgical ICUs and neuro-ICUs, restraints are even more prevalent (220 days and 268 days, respectively). Although restraints are widely used in some places, other nations, such as the United Kingdom and Scandinavian countries, prohibit the use of restraints. Frequent restraint use occurs despite universal agreement among practice standards, professional bodies, and regulatory bodies that restraints should be used sparingly and reassessed regularly. [8] [9] [10] [11] [12] [13] [14] [15] Reasons Reasons for restraining patients vary. However, the most common reason, and the reason that most justifies the use of restraints, is that restraints purportedly prevent the patient from removing a device, such as an endotracheal tube, which would cause the patient harm. Often restraints are applied to patients who are agitated, restless, or delirious. They are also applied as a precautionary measure, however. For example, some ICUs have a practice that all intubated patients be physically restrained, unless they are sufficiently chemically restrained.
Another reason for restraints is staff safety. For instance, agitated patients are a potential threat to the safety of the nursing staff, and restraining patients may mitigate this threat. A third reason for physical restraints is that restraining patients is convenient for the staff. 6, [16] [17] [18] In some cases, this restriction of liberty is convenient to facilities incapable or unwilling to staff medical units appropriately. In other cases, the patient rooms are not convenient to the location of the nurses' station to allow for appropriate, less restrictive supervision of intubated patients.
The case that a patient ought to be restrained rests on the following premises: (1) restraints prevent device removal; and (2) the removal of a device constitutes a harm to the patient. As we argue later, neither of these premises is adequately supported. More generally, however, the argument that a patient ought to be restrained is a consequentialist argument: the ends (harms associated with patient removal of devices) justify the means (the restriction of a basic liberty). However, the act of applying restraints is ethical only if the ends are actually achieved and there are no overwhelming costs associated with the means.
Exceptions to Informed Consent
The freedom to control one's body is a basic liberty. We seek to protect a patient's autonomy because to protect their autonomy is to respect them as a person. Medicine expresses this value of autonomy by emphasizing shared decision-making between physician and patient and through thorough processes of informed consent. Restraints, as with any treatment, violate a person's autonomy unless the patient or his or her surrogate has provided informed consent or the requirement for informed consent is excepted.
There are several well-known exceptions to the requirement for obtaining informed consent. One is that informed consent is not necessary for treatment of medical emergencies. Restrained patients are not typically in need of emergent treatment, however: the restraints are usually applied after the emergency has passed. The emergency exception also justifies the compelled treatment of people who are an emergent threat to themselves or others. If a person is a threat to themselves or others, but that threat is distant, then it is impermissible to compel treatment (indeed, we are all a distant threat to ourselves or others).
It is also unnecessary to obtain informed consent from patients who have waived this requirement for themselves. Restrained patients may have explicitly waived this right, or they may not. If they have, then consent for physical restraints is unnecessary. For example, some patients write advance directives for mental health. In these, the patient may explicitly waive the right to consent (or refuse) various treatments. In these cases, obtaining consent for treatments in the advance directive is unnecessary.
A third exception is therapeutic privilege. Therapeutic privilege is invoked when obtaining informed consent is medically contraindicated-the informed consent process would harm the patient. Although it is true that restraints are applied to prevent harm, and that obtaining informed consent may cause the patient or his or her surrogate to refuse the application of the restraints, therapeutic privilege cannot exempt a physician from obtaining informed consent. Therapeutic privilege is justifiably invoked only when the process of obtaining informed consent harms the patient, not when obtaining informed consent merely makes the patient or his or her surrogate less likely to receive recommended treatment.
We argue elsewhere for a fourth exception: informed consent is unnecessary when obtaining it would undermine the achievement of something objectively valuable. 19 However, this exception offers no harbor for those wanting to apply restraints without informed consent, as obtaining informed consent for restraints would not undermine the achievement of something objectively valuable.
The standard exceptions to the requirement for obtaining informed consent do not exempt physicians from obtaining informed consent for restraints. Although all treatments require a patient's consent, sometimes this consent can be presumed. For example, a physician treating a patient in an ICU may presume consent for standard treatments such as dosage or medication changes, or for treatments implied by other treatments that the patient has consented to. Might consent for restraints be presumed?
Restricting Basic Liberties
The liberty to move one's body in the way one wants is a basic liberty. Often discussions of which liberties are basic will wave at things such as liberty of thought, association, and speech. But one could equally hold that moving one's body, in this case the liberty to move one's arms, is a basic liberty. We think this claim is so obvious it does not need defense. Relatedly, one might claim that the restriction of one's basic liberty to move one's arms is permissible on the grounds that it is necessary for the prevention of harm to oneself or others. First, however, liberty restrictions typically proceed through the legal system with due process protections; the application of restraints does not. Second, the conclusion requires the premises that the person's retaining the liberty is likely to result in harm, and that this harm is prevented by the use of restraints. Given the results of empirical research, we ought to be skeptical of both of these premises.
Outcomes
Restraints are typically applied to prevent patients from removing a device and causing harm to themselves. The premise that restraints prevent device removal is questionable. The research on the benefits and burdens of restraints is, at best, equivocal. 18, [21] [22] [23] Studies indicate that physical restraints often fail to prevent device self-removal and instead that they may contribute to increased rates of self-removal. [24] [25] [26] [27] [28] [29] [30] [31] [32] The evidence casts doubt upon the position that restraining patients prevents device removal and the associated harm. It cannot be taken for granted that restraints prevent device removal-to claim that it does requires evidence, and the proponent of using restraints bears this burden of proof.
The argument that a patient ought to be restrained rests on the premises that the person's retaining the liberty is likely to result in harm and that this harm is prevented by the use of restraints. However, these premises cannot be assumed; they must be supported with evidence. We are not claiming that restraints do not prevent device removal or that harm does not result from device removal. We are claiming that the evidence warrants skepticism of these premises sufficient to shift the burden of proof.
Permissible Restraints
The evidence does not support the claim that restraints prevent patients from harming themselves. However, there are further costs associated with their use. Not only does being restrained increase the likelihood of selfextubation, restrained patients are also more likely to experience distress, anxiety, nightmares, posttraumatic stress disorder, perception of unethical behavior, and retraumatization. For the patient, restraints are often perceived as traumatic. 44, 47, 53 Patients are not the only individuals who may experience negative outcomes from restraints; nurses often feel guilt or regret for the application of restraints. 54 The circumstances in which it is permissible to restrict a person's basic liberties are absent in the case of applying restraints to patients. In addition, the circumstances in which they are usually applied are not exempt from the requirement of obtaining informed consent. Thus, restraints for which informed consent has not been obtained unjustifiably restrict a patient's basic liberties and violate the patient's autonomy. These are the greatest costs of using restraints.
There are, however, circumstances in which the application of restraints is ethically permissible. Although the application of restraints without informed consent cannot be justified by prevention of harm to the patient, restraints may be permissible if the patient or the patient's surrogate decision-maker consents to their application. This condition is a necessary one, not a sufficient one.
The restraints must also be medically appropriate. The evidence demonstrating the ineffectiveness of restraints calls into doubt the medical appropriateness of restraints. However, it is possible that a physician may make a judgment that restraints are medically appropriate. Even if the physician makes such a judgment and the patient or his or her surrogate offers informed consent for their application, they may nevertheless be unethical.
If a treatment is medically appropriate, the benefits of that treatment for the patient are then proportional to the burdens. If they are disproportionate, then the treatment is not medically appropriate. Having one's liberty restricted is a great burden regardless of whether one consents and whether one values their own liberty.
Having to bear this burden may threaten the proportionality, depending on the expected benefit of being restrained. If there are other ways of achieving the intended benefit (eg, preventing self-extubation), then the burden of restraints is an unnecessary burden. In addition, treatments that require patients to bear unnecessary burdens are not medically appropriate. If the same aim can be achieved with a different intervention (eg, closer monitoring of the patient) that does not require the patient to bear such great burdens of liberty restriction, then that is the treatment that achieves the best proportion of benefits to burdens. Indeed, requiring a patient to bear unnecessary burdens may itself constitute harm. Thus, for restraints to be ethical they must be the least liberty-restricting means of achieving that aim.
These are the severally necessary and jointly sufficient conditions for the ethical application of restraints: the patient or surrogate must provide informed consent; the restraints must be medically appropriate; and the restraints must be the least liberty-restricting means of achieving the intended aim. These conditions allow for the ethical use of restraints in some cases, although the challenge to the physician will be to show that they are medically appropriate. However, the conditions also prohibit the use of restraints simply for the purposes of staff convenience. Suppose that a nurse applies restraints because the patient cannot be closely monitored due to the fact that the hospital will not financially support more nurses in the unit. In this case, there are other ways of preventing device removal, such as by placing a sitter in the room, which is less liberty restricting. Thus, the use of restraints to prevent device removal is ethically unjustifiable.
Consider, for example, how these conditions would apply to common clinical situations. Suppose that an intubated patient whose life is being sustained by additional treatments begins pulling at the tubes and lines. At first, unless restraints are the least restrictive option and the patient has provided informed consent, they are ethically impermissible, even if they are medically appropriate. However, if other, less libertyrestricting options of preventing the self-removal of lifesustaining devices fail, then restraints may become the least liberty-restricting option. That they are the least restrictive means of preventing self-removal of devices does not obviate consent from the patient or surrogate. If consent for the treatment was not obtained beforehand (eg, prior to a surgery), then it must be obtained prior to the application of the restraints. To claim that consent is not required for their application in this case, one must provide reasons to think that the application of restraints is excepted from the requirement of informed consent. One possibility is that in such a case the emergency exception would apply. But if it does not, and if other exceptions do not apply, it is then unethical to apply restraints, even if the patient continues to remove devices, just as it would be unethical to compel any other treatment for which a patient or surrogate has not consented.
Consider a situation in which a patient is on 100% oxygen, on 20 cm H 2 O positive end-expiratory pressure in a prone position, and will likely die if he pulls his endotracheal tube out. There are situations in which it may be ethically permissible to restrain the patient even if the patient or his surrogate has not consented to their application. These are situations in which the restraints are not only medically appropriate but also the least liberty-restricting means of preventing his death from self-extubation. If the restraints are emergently needed, then the satisfaction of these two conditions is sufficient for their ethical application, as there is no requirement for informed consent; that is, in situations in which restraints are emergently needed chestjournal.org to save life or limb, consent for their application is not necessary. Satisfaction of the other two conditions is sufficient.
Suppose next that a patient has provided informed consent for cardiac catheterization but during the procedure becomes delirious and tries to grab the catheter. Such a patient is at risk of harming himself. The emergency exception may obviate informed consent for restraints in this case, but it would have been better to include the possibility of restraints in the original informed consent. Basic liberty restriction is an adverse event, as it can significantly diminish a patient's wellbeing. If it is a risk of a procedure, as it would be in this case, then it ought to be included in the informed consent for the cardiac catheterization. For example, the informed consent should have included discussion of the fact that the patient may be at risk of delirium and that, if delirious, the patient may be restrained (the other two conditions would still have to also be satisfied). That it has been ignored in this process does not license physicians to ignore it altogether, in the absence of some exception to the requirement of informed consent.
Finally consider a case in which a patient's selfextubation is a nuisance but not life-threatening. In this case, the three conditions for ethical application of restraints apply: the patient or surrogate must provide informed consent; they must be medically appropriate; and they must be the least liberty-restricting means of achieving the intention at which they are aimed.
Oftentimes, patients in an ICU are unable to offer informed consent because they lack decisional capacity and no other family member or friend or guardian is available to make medical decisions on the patient's behalf. Although there are often policies, procedures, and laws that assist in identifying surrogates, this approach often takes long periods of time, in some cases weeks. In the interim, the responsibility of medical decision-making falls to the physician until another surrogate decision-maker can be identified. In the likely event that the physician is unfamiliar with the patient's values and beliefs, he or she ought to make medical decisions according to the patient's best interests. However, this standard of surrogate decision-making does not warrant the unconsented application of restraints, for in the absence of knowledge of the patient's values and beliefs, a physician cannot assume that a patient's interests are best served by the promotion of their health rather than their retention of basic liberties.
There are likely many who would be uncomfortable with the conclusion that it is wrong to restrain a patient without his or her consent, especially given the prevalence of the practice. They might point to their own personal experience in which a person desperately trying to remove a breathing tube must be restrained.
The natural objection such people might make is to the empirical evidence used earlier. Such a person might point out that the evidence that restraints do not prevent harm is inconclusive or, even after their own analysis of the studies, assert that the designs are flawed or that they do not support the inferences we say they support.
First, the fact that a person is trying to remove a medical device is evidence that, all things considered, the person wants that device removed, if that patient has decisional capacity. To assume that such attempts require restraints to prevent device removal is to assume that the patient is irrational, which is sometimes a false assumption. Second, we are not claiming that the empirical evidence refutes the claim that restraints prevent harm. We are saying it is compelling enough to shift the burden onto the proponent of using unconsented restraints. They must show that they do prevent harm. Furthermore, the fact that the empirical evidence does not support the use of restraints greases the wheels of our argument; it does not turn them. What turns the wheels is the fact that restraints are typically used in situations to which the standard exceptions to informed consent do not apply. And because the liberty to move one's arms is a basic liberty, one cannot presume consent to restrict it. Third, even if restraints did prevent harm, that does not excuse their unconsented use. We routinely allow people to make decisions that result in their own harm. If we did not, hospitals would not allow patients to leave the hospital against medical advice or to refuse lifeprolonging treatment.
One might also object to the idea that moving one's arms is a basic liberty, and because it is not a basic liberty it is permissible to presume consent to restrict it. However, this objection misses the mark. We have not argued for the claim that only restriction of basic liberties requires informed consent. We hold that moving one's arms is a basic liberty and that restriction of any basic liberty requires informed consent, unless there is no such requirement, such as in emergencies or when the state has revoked the right to informed consent. This is compatible with the requirement that the restriction of nonbasic liberties also be permissible only after obtaining informed consent. Indeed, it seems absurd to hold that presumed consent is sufficient for 
Conclusions
The use of unconsented physical restraints on patients is not ethically permissible. They represent an impermissible restriction of a basic liberty. Even if they achieved their purported benefit-and there is little evidence that they do-their use still would not be justified. But recall that there are other reasons, including safety to the staff and staff convenience.
Maintaining safety of the staff may justify short-term restraints (eg, while injecting the patient with a needle or subduing a combative or violent patient). If a patient represents a long-term or permanent potential threat to the safety of the staff, it is then permissible to restrict the patient's basic liberties but this ought to also proceed through a legal process designed to protect due process. For situations in which the aforementioned conditions are not satisfied, but nurses or physicians are nevertheless considering applying restraints, it is important that the team reflect not only on what might be gained by restraining a patient but also what might be lost. More generally, given that nurses frequently request restraints but physicians order them and that the potential for ethical conflict is so great, it is important that interested parties engage in interprofessional dialogue regarding the conditions for the use of restraints. Ethics committees or hospital administrators may be in the best position to foster this dialogue.
What is most morally objectionable is to restrain patients for staff convenience. If a unit or facility cannot promote a patient's health without simultaneously violating their basic liberties, then it has no business caring for the sick.
